Dear Editor:

The term \"Cutaneous Paraneoplastic Syndromes\" refers to a group of skin disorders strongly associated with internal malignancies. *Facultative paraneoplastic dermatoses* are occassionally associated with cancer, while *obligate paraneoplastic dermatoses* certainly indicate its presence. Skin disorders in which association with a malignancy is possible, but extremely rare, are included in the first group, and urticaria is one of those[@B1]. Urticaria is most often reported with lymphoreticular system malignancies, rarely with lung cancer[@B2], ovarian, rectum, bronchus[@B3]-[@B5], and renal carcinoma[@B6]. We observed a 63-year-old man who presented with a six-month-history of unhealed, itchy, figurate (annular) chronic urticaria on his trunk and extremities ([Fig. 1A, B](#F1){ref-type="fig"}). Differential diagnoses included erythema annulare centrifugum (EAC), erythema gyratum repens (EGR) and urticarial vasculitis (UV). EAC is an annular dermatosis characterized by erythematous papules spreading peripherally to form figurate lesions and centrally resolving, with a mild scaling of the inner aspect. It could be associated with infections, drugs, malignancies and other causes[@B7] and was excluded because of the lack of its typical clinical features, as papules and scaling. EGR is considered an obligate paraneoplastic dermatosis, characterized by itchy concentric erythematous bands forming a typical wood-grain appearance, rapidly migrating and usually located on trunk and extremities[@B8]. The absence of those clinical characteristics permitted us to rule out EGR. UV is a singular type of skin eruption, clinically resembling urticaria and histologically showing the characteristics of a leukocytoclastic vasculitis. It presents with wheals or erythematous plaques lasting for more than 24 hours in a fixed location, often associated with purpura, angioedema, photosensitivity, lymphadenopathy, arthralgia, fever, abdominal pain, dyspnea, and pleural and pericardial effusions[@B9].

Both oral antihistamine and systemic and topical corticosteroid therapies were ineffective. The patient had no history of allergy and denied drug use. Laboratory findings (including routine blood examinations, complement C3 and C4, C1 inhibitor antigenic level, thyroid function test, antithyroid autoantibodies, antinuclear antibodies, rheumatoid factor, serum immunoglobulins level, circulating immune complexes, stool screening for blood, parasites and yeast, serum electrophoresis, enzyme-linked immunosorbent assay for specific anti-*Helicobacter pylori immunoglobulin G* antibodies, anti-streptolysin O titre, renal and liver function, total immunoglobulin E (IgE) level, and prick-test) were unremarkable. X-ray studies, including chest, dental and sinus series were also negative. Further investigations showed an increased prostate-specific antigen level. Multiple prostate biopsies revealed the presence of a histologically confirmed prostate adenocarcinoma. Total body computed tomography scans did not reveal metastases. The patient underwent a radical prostatectomy, and after a few weeks, urticaria spontaneously disappeared for the first time in six months. In the two years following prostatectomy no new episode of urticaria reappeared, and the patient is currently being monitored. Pathogenetic mechanisms are not known, but we hypothesize an immunological reaction induced by the presence of a malignant tumour. This case, based on exclusion diagnostic criteria and chronological relationships, represents the first case of urticaria associated with prostate cancer and emphasizes the importance of scrupulous screening in all patients with chronic urticaria, especially when the specific therapies are ineffective.
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